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ABSTRACT
Background: There have been growing concerns
about increasing mental health problems in the
Caribbean region. This study explores rates and factors
associated with selected mental health disorders within
2 Caribbean countries: Jamaica and Guyana.
Methods: Probability samples of 1218 Jamaicans and
2068 Guyanese participants were used. A modified
version of the WHO Composite International Diagnostic
Interview (WHO CIDI) defined by the Diagnostic
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV) was administered in order to assess lifetime
mental disorders. Descriptive statistics, χ2 and
hierarchical regression analytic procedures were used
to examine rates and factors associated with mental
disorders.
Results: Rates of mental health conditions were
different across contexts and were generally higher
for Guyanese compared with Jamaicans for alcohol
abuse (3.6% vs 2.2%), drug abuse (1.4% vs 1.3%),
substance abuse (4.7% vs 2.7%) and mania (0.4%
vs 0.1%). The rate of depression, however, was
higher among Jamaicans than Guyanese (7.4% vs
4.1%). There were also noticeable differences in rates
in both countries, due to social and economic
factors, with social factors playing a larger
contributory role in the mental health status of
individuals across countries.
Conclusions: The results of this study suggest the
need for more indepth analyses of factors contributing
to mental health conditions of peoples within the
Caribbean region, including the influence of additional
sources of stress, quality of care and help-seeking
behaviours of individuals.
INTRODUCTION
The international community recognises that
mental health is essential to human develop-
ment and is a crucial determinant of physical
health, well-being and socioeconomic out-
comes.1 Mental health disorders, especially
major depression, account for a significant
burden of disease in all societies.2–4
Low-to-middle-income developing Caribbean
and Latin American nations, such as Jamaica
and Guyana, are likely to face these
burdens.2 5 Based on the WHO Assessment
Instrument for Mental Health Systems
(WHO-AIMS), unipolar depression alone has
been identified as the fifth largest contribu-
tor to diseases in Guyana.6 7 In addition to
the more common mental illnesses, Guyana
is plagued with high rates of mental health
problems resulting from substance abuse.8
Similar increases in mental illnesses such as
schizophrenia have been noted in Jamaica.9
Even with greater awareness of these disor-
ders in Jamaica and Guyana, there has been
a lack of reliable data to aid our understand-
ing about the possible sources of these pro-
blems.8 10 11 Previous studies have largely
been based on service use populations. This
study used representative population samples
to estimate rates and factors associated with
mental health conditions of individuals resid-
ing in Jamaica and Guyana.
Strengths and limitations of this study
▪ This is one of very few cross-national
population-based comparative studies to address
the mental health of Caribbeans using probability
sampling methods.
▪ The study also provides insight into the preva-
lence and differences in associations and pat-
terns of mental health across the Caribbean
region; specifically, DSM-IV mental health condi-
tions such as depression, substance use and
mania which have been understudied in
Caribbean countries.
▪ Owing to data constraints, other mental health
conditions (eg, anxiety, suicide) that have
recently become of significant concern in the
Caribbean region were not examined.
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Prevalence of mental and physical health
There have been growing concerns about increasing
mental health problems among individuals within the
Caribbean region.1 Like other countries, the Caribbean
region continues to demonstrate that stigma is associated
with mental illness.12–14 Historically, cultural norms have
often associated mental illness with spiritual desecration,
personal failing and supernatural forces.15–17 This has
resulted in a significant number of mental health pro-
blems that go undiagnosed, unreported, untreated and,
in turn, understudied.1 18 19 In addition to these factors,
limited resources for research have created difficulty in
obtaining estimates on mental disorders within the
Caribbean.13 20 21
Most work conducted on mental health in Jamaica,
for instance, has focused on schizophrenia, which has
an estimated rate of 150 per 100 000.9 However, studies
on mental health services usage in Jamaica indicate that
along with schizophrenia (51%), mood affective disor-
ders (36%), substance abuse (4%) and personality disor-
ders (3%) were among the primary mental health
diagnoses.22 Of patients referred to a consultation-liaison
psychiatry service at a general hospital, depressive dis-
order (19.9%) was the most prevalent diagnosis.23
While mental health issues on other islands such as
Guyana, Barbados and Trinidad Tobago have also
become pressing concerns, there have been very few
studies conducted to understand rates and associated
challenges.1 Some studies in the Americas have esti-
mated a prevalence of 10–15% of the population with
mental disorders at any one time, with 3–5% having a
severe chronic mental disorder.7 A review of the avail-
able literature on rates of mental health disorders in
Latin American and Caribbean countries have estimated
major depression at 9.8%, alcohol abuse at 11.3% and
drug abuse and dependence at 2.1%.24 Notwithstanding
these estimates, epidemiological data in these regions
are still lacking.25
Social correlates of health in Jamaica and Guyana
Social and economic factors are known to be important
determinants of health. For instance, considerable
gender differences exist in substance use and other
mental health conditions in Guyana and Jamaica, with
men having higher rates of marijuana use, hard drugs,
cigarette and alcohol use.11 24–29 One study reported
that ∼22.1% of men compared with 7.2% of women
were smokers.29 Of patients admitted to a drug pro-
gramme in Jamaica, men constituted the vast majority
(87.5% men vs 12.5% women).30 Conversely, in selected
studies across Latin America and the Caribbean, major
depression was found at twice the rate for women in
Jamaica than it was for men and has been associated
with social and material disadvantages.4 24 26
Cross-cultural studies also indicate that married indivi-
duals traditionally enjoy better health.31–33 These studies
suggest that being married may serve as a protective
factor against diseases, with men accruing the greatest
marital health benefits. On the other hand, women, par-
ticularly those who are single, may face other social and
life challenges predisposing them to poor mental health
conditions. For example, having multiple responsibilities
and tasks in domestic relationships can create added
pressure, increased strain and greater likelihood of
mental health challenges.24 Wilson et al’s34 multistage
probability sample of households in Guyana found that
women who were heads of household reported more
depressive symptoms than women in nuclear family set-
tings. Among individuals being treated for drug abuse in
a university hospital in Jamaica, the highest rate was
found for single respondents.30
An overview of mental health data in Latin America
and the Caribbean suggest that mental disorders are
more widespread among younger individuals.10 35
Within the English-speaking Caribbean, for example,
higher rates of substance abuse have been found among
older adolescents than in some adult age groups.4
Additional studies are necessary in order to understand
the role of age in varying types of mental disorders.
Studies have long found an association between socio-
economic status (SES) and health.36 37 A multistage
probability study conducted on heads of households in
Guyana found lower odds of depression among more
educated participants.37 Of patients treated for drug
abuse at a treatment programme at a university hospital
in Jamaica, 66% had a secondary level education and
50% were unemployed.30 Given the generally high
poverty rate, it is expected that many persons living in
the Caribbean region may experience a greater burden
of morbidity and early mortality.38 39
In various international studies, individuals’ racial/
ethnic statuses have been linked to certain mental
health disorders. In the USA, rates of serious substance
and mental disorders are known to be higher among
whites than blacks in certain age groups,40 yet the per-
sistence of these disorders (especially mood and anxiety
disorders) have been found to be higher among
African-American and Caribbean Blacks.41 The associ-
ation between race/ethnicity and the prevalence, dur-
ation and severity of mental disorders in the Caribbean
region remains largely underexplored. One study con-
ducted in Guyana found higher odds for depressive dis-
orders among Indo-Guyanese compared with other
ethnic groups.26 In Trinidad and Tobago, among
patients at substance abuse centres, higher rates of life-
time major depressive (41% vs 37%) and antisocial per-
sonality disorder (5% vs 0) were found for East Indians
compared with African descent individuals. On the
other hand, rates of conduct disorder were higher
among Africans in comparison to East Indians (3% vs
7%).19 As the Caribbean region continues to become
more diverse, it is important to understand the associ-
ation between racial/ethnic background and mental
health disorders among different population groups.
Individuals within the population might have different
experiences, histories and cultures that may predispose
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them to certain conditions, while serving as buffers
against others.26 42
Increased diversity also contributes to potential group
divisions, racial conflict and discrimination, which have
been found to have implications for health.43 As a
highly diverse nation, Guyana has witnessed its share of
racial discord and violence among groups since the
1960s, particularly between Afro-Guyanese and
Indo-Guyanese. This alone provides an important basis
for studying race/ethnicity in relation to mental disor-
ders.26 43 Additionally, there are limited available data
that might provide understanding of the variations in
mental health that might exist among different popula-
tion groups.
Framework
A social determinant of health framework may help in
understanding differing rates of mental illness across
Guyanese and Jamaican populations. For example,
people with greater access to social networks, interper-
sonal relationships and social resources tend to have
more positive mental health outcomes. Social networks
provide an important source of coping with chronic
stress, negative life events and daily hassles, each of
which are associated with negative mental health out-
comes. Persons with greater access to social networks
and support are better prepared to manage stress, a
central factor in negative mental health outcomes.44 45
Researchers examining social determinants of health
suggest that both exposure to stress and access to social
networks and support vary according to one’s social pos-
ition, with those occupying the most privileged social
class, gender and racial statuses faring best. Persons in
the Caribbean are particularly vulnerable to stressors,
given the high rates of poverty, political instability and
violence in the region. Given gender, race and class
inequalities, as noted earlier, significant mental health
differences may be one likely outcome among different
demographic groups.
Research objective
An emphasis of this study was to estimate rates of
selected serious mental health disorders among
Jamaican and Guyanese residents. Another objective of
the study was to examine the associations of social and
economic factors to these disorders. We further exam-
ined how mental health conditions may differ by geo-
graphic location. We expect that persons occupying
relatively marginal social positions across regions will be
most likely to experience negative mental health
statuses.44 45
METHODS
Data from the Family Across Generations and Nations
(FAGN) were analysed. The FAGN is the National
Survey of American Life (NSAL)46 replication and
extension study geared to examining the health and
well-being of multigenerational families across contexts.
This study included data collection in Jamaica and
Guyana. These data collections used an abridged version
of the NSAL questionnaire. Human participants’
approval was obtained in both countries from the
Ministries of Health.
Jamaica data
Face-to-face interviewing was conducted on regional
randomly selected adults (18 and older) living in the
2002 census tracts region of urban Kingston, St Andrew
and Portmore area of Jamaica.47 Interviewing began
in August 2005 and was completed in that year. In
total, 1218 interviews were conducted. The response rate
was 76%.
Guyana data
Questionnaires were administered by indigenous inter-
viewers to randomly selected adults (18 and older) living
in the 2002 census track region of the Greater
Georgetown area, as well as in more rural areas to the
south and east (see Bynoe et al).48 The questionnaires
were administered between July and December 2005. A
total of 2068 questionnaires were completed. The
response rate was 82%, slightly higher than the rate in
Jamaica.
Mental health. Lifetime mental health disorders were
assessed using a modified version of the WHO
Composite International Diagnostic Interview (WHO
CIDI) defined by the Diagnostic and Statistical Manual
of Mental Disorder, Fourth Edition (DSM-IV). The disor-
ders included in this study were DSM-IV lifetime alcohol
abuse, drug abuse, substance abuse, major depressive
disorder (MDD) and mania.49
Social factors. Social variables included: age (18–29;
30–44, 45–59, 60 and older); gender (male, female);
marital status (married, partnered, separated/divorced/
widowed, never married) and race/ethnicity. For the
Jamaican sample, the category was separated into Black
(African descendants) and mixed/other (eg, White,
Chinese, East Indian, Other Asian, Hispanic/Latino,
Other). The racial category for the Guyanese sample was
separated into three groups: Black (African descen-
dants), Indo-Guyanese (East Indian descendants) and
mixed/other (eg, Other Asian, Hispanic/Latino,
Other).
Socioeconomic status. Socioeconomic factors included
education (primary or some high school, high school
graduates, college/vocational/technical), employment
status (employed, unemployed, not in labour force) and
household income (categorised as statistical quintiles).
Analytic strategy
Prevalence rates of mental health conditions were ascer-
tained for Guyana and Jamaica and are reported.
Bivariate χ2 tests were also conducted to ascertain statis-
tically significant associations between sociodemographic
factors and the specified mental health conditions in
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the respective countries. Hierarchical logistic regression
techniques were employed to examine the relative con-
tributions of social and socioeconomic factors and race/
ethnicity to specific mental health conditions in succes-
sive steps. Social factors (age, gender, marital status)
were included in block 1. Block 2 consisted of socio-
economic variables (education, income, occupational
status). Race/ethnicity among Guyanese was entered in
the third and final block. Race/ethnicity was excluded
in the analysis for Jamaican participants due to uneven
distributions; the vast majority of individuals in this
country are of African descent and this was reflected in
the sample where nearly 98% indicated African ethni-
city. Poststratification weights for age and gender were
created for the sample regions in each country. Race/
ethnicity was an additional stratification factor in
Guyana. We used the 0.05 α level for statistical
significance.
Sample characteristics
Guyanese participants on average were older than
Jamaican respondents (m=40.5 vs m=38.9) (see table 1).
More than half of the Guyanese sample was women
compared with nearly three-quarters of the Jamaican
sample (51.8% vs 69.5%). Approximately one-third of
Guyanese participants were married compared with the
more than half of Jamaican participants who were never
married (34.2% vs 56.6%). A larger percentage of
Guyanese had primary or some high school education,
while Jamaicans were mainly high school graduates
(54% vs 49.8%). Participants across geographic regions
were mainly employed, though Guyanese participants
were more likely to have greater employment opportun-
ities than Jamaicans (53.7% vs 44.1%). Income levels
were generally higher for Jamaicans, with more indivi-
duals within the fourth quintile category (42.4%) com-
pared with Guyanese who were mostly represented in
the second quintile category (30%). In Guyana and
Jamaica, a large percentage of participants self-identified
as Black (55.5% vs 97.4%).
RESULTS
Prevalence of mental health disorders
Table 2 shows the rate of the selected mental disorders
by geographic locations. Generally, higher rates of
mental conditions were found among Guyanese com-
pared with Jamaicans. This was more apparent for condi-
tions such as alcohol abuse (3.6% vs 2.2%), drug abuse
(1.4% vs 1.3%), substance abuse (4.7% vs 2.7%) and
mania (0.4% vs 0.1%). Only MDD rates were higher for
Jamaicans compared with their Guyanese counterparts
(7.4% vs 4.1%).
Bivariate associations with the prevalence rates of
disorders
Alcohol abuse
The results revealed an association between age and
alcohol abuse in both countries, though differences in
trends between countries were observed (see table 2).
Higher rates of alcohol abuse were found among
younger Guyanese (eg, 30–44, 4.9%, p=0.002) and
Jamaicans over the age of 60 years (6.5%, p=0.033).
Jamaican and Guyanese males abused alcohol at higher
rates (5.7% vs 6.5%, p<0.001). Relationship status was
associated with alcohol abuse among Jamaicans, but not
among Guyanese. Nonetheless, separated, divorced or
widowed Jamaicans (5.0%, p<0.01) and partnered
Guyanese participants (4.2%, p=0.929) abused alcohol
more excessively.
There were differences in associations between
income and alcohol abuse. An association was found for
Guyanese but not for Jamaicans. Despite these differ-
ences in associations, rates of alcohol abuse were higher
among fourth quintile income Guyanese (5.8%, p<0.05)
and bottom income quintile Jamaicans (4.3%, p=0.143).
Similarly, differences in association patterns were found
between countries for employment status. Alcohol abuse
was more prevalent among unemployed Guyanese
(5.0%, p<0.001). This was also evident among
unemployed Jamaicans (2.6%, p=0.866). Furthermore,
primary or some high school education was associated
with higher rates of alcohol abuse among Jamaicans
Table 1 Sample characteristics in Guyana and Jamaica
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(4.4%, p<0.01). While an association was not found
among Guyanese participants, high rates of alcohol
abuse were found for individuals with primary or some
high school education (3.8%, p=0.663). Higher rates of
alcohol abuse were also found among Indo-Guyanese
(6.0%, p<0.001) compared with other ethnic groups (ie,
Black, Mixed/Other) in Guyana.
Drug abuse
The study results also revealed an association between
age and drug abuse among Guyanese; rates were higher
among individuals within the 30 and 44 years age cat-
egory (2.2%, p<0.01). Although no association was
observed among Jamaicans, elevated levels of drug
abuse were found for individuals between the 30 and 44
and 45 and 59 years age groups (1.4%, p=0.795). In add-
ition, while marital status was associated with drug abuse
among Guyanese, the opposite result was found for
Jamaicans. Even though rates of drug abuse were more
prevalent among Guyanese participants who never
married (2.3%, p<0.01), among Jamaican participants,
this was primarily reflected among separated, divorced
or widowed participants (3.3%, p=0.068).
Differences in association were also observed between
income and drug abuse in the respective countries.
Specifically, drug abuse was associated with
middle-income Guyanese (2.3%, p<0.05). Jamaican par-
ticipants in the bottom quintile group (3.1%, p=0.068)
were more represented. These differences in associa-
tions were also found for employment status between
Table 2 Prevalence and factors associated with lifetime mental health disorders
Alcohol abuse Drug abuse
Substance
abuse Depression Mania
JA GUY JA GUY JA GUY JA GUY JA GUY
Prevalence rate 2.2 3.6 1.3 1.4 2.7 4.7 7.4 4.1 0.1 0.4
Age
18–29 1.7 2.0 0.7 1.8 2.0 3.5 8.6 4.5 0.5 0.8
30–44 1.2 4.9 1.4 2.2 1.9 6.5 8.1 3.9 0.0 0.1
45–59 2.4 4.2 1.4 0.2 2.9 4.2 8.1 4.6 0.0 0.4
60 and above 6.5 2.9 1.3 0.4 6.5 3.2 1.3 2.5 0.0 0.0
p Value 0.002 0.033 0.795 0.013 0.015 0.029 0.023 0.495 0.275 0.144
Gender
Male 5.7 6.5 2.4 2.6 6.2 8.7 5.9 3.5 0.5 0.6
Female 0.6 0.9 0.8 0.2 1.2 1.0 8.1 4.7 0.0 0.2
p Value 0.000 0.000 0.025 0.000 0.000 0.000 0.192 0.185 0.033 0.129
Marital status
Married 1.2 3.4 0.0 0.1 1.2 3.4 5.3 2.5 0.0 0.6
Partnered 4.3 4.2 1.2 1.2 4.3 5.1 5.6 3.9 0.0 0.3
Sep–Div–Widow 5.0 3.6 3.3 2.1 6.7 5.5 8.3 4.9 0.0 0.5
Never married 1.5 3.7 1.5 2.3 2.2 5.4 8.3 5.3 0.3 0.3
p Value 0.012 0.929 0.068 0.003 0.009 0.251 0.342 0.061 0.674 0.873
Equalised income
Bottom quintile 4.3 4.5 3.1 1.0 5.1 4.8 7.8 6.2 0.4 0.3
Second quintile 2.0 2.9 0.7 0.5 2.4 3.8 7.5 4.0 0.0 0.3
Middle quintile 0.0 2.9 0.0 2.3 0.0 5.0 10.5 3.3 0.0 0.2
Fourth quintile 1.6 5.8 1.4 2.2 2.1 7.8 6.4 3.9 0.2 0.0
Highest quintile 1.5 1.4 0.0 0.5 1.5 2.4 10.8 3.8 0.0 2.4
p Value 0.143 0.021 0.068 0.036 0.118 0.003 0.532 0.388 0.817 0.000
Education
Primary/some HS 4.4 3.8 2.6 1.3 4.7 4.9 6.7 4.1 0.0 0.3
High school grad 1.8 3.1 0.8 2.0 2.2 4.7 7.6 4.7 0.3 0.2
College–Voc–Tech 0.4 4.2 1.1 0.6 1.5 4.5 8.3 3.0 0.0 1.5
p Value 0.003 0.663 0.070 0.200 0.028 0.935 0.757 0.426 0.365 0.006
Employment status
Employed 2.1 4.9 1.7 2.3 2.8 6.7 7.7 4.1 0.4 0.5
Unemployed 2.6 5.0 1.5 1.3 2.9 5.8 10.2 4.5 0.0 0.5
Not in labour force 2.4 1.4 0.6 0.1 2.4 1.5 4.0 4.1 0.0 0.4
p Value 0.866 0.000 0.388 0.001 0.914 0.000 0.008 0.960 0.280 0.006
Race/ethnicity
Black – 2.0 – 1.3 – 2.8 – 4.9 – 0.5
Indo-Guyanese – 6.0 – 0.4 – 6.1 – 3.7 – 0.6
Mixed/other 2.7 – 3.6 – 6.3 – 3.1 – 0.0
p Value – 0.000 – 0.000 – 0.001 – 0.245 – 0.277
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countries. Rates of drug abuse were typically higher
among employed Guyanese (2.3%, p<0.001) and
Jamaicans (1.7%, p=0.388).
Jamaica and Guyanese males had higher rates of drug
abuse (2.4% vs 2.6%, p<0.05). Race/ethnicity was
further associated with drug abuse in Guyana, with
higher rates found for mixed/other participants (3.6%,
p<0.001).
Substance abuse
Within both contexts, an association was found between
the age of participants and substance abuse. Participants
in Jamaica over the age of 60 years, and Guyanese parti-
cipants between the ages of 30 and 44 years (6.5% vs
6.5%, p<0.05) had higher substance abuse rates. The
results also revealed an association between substance
abuse and gender; men in Guyana and Jamaica (8.7% vs
6.2%, p<0.001) had higher substance abuse rates. In
terms of relationship status, however, opposite associ-
ation patterns were found between countries. In
Jamaica, separated, divorced or widowed participants
were associated with increased substance abuse rates
(6.7%, p<0.01); while not significant, separated, divorced
or widowed Guyanese had higher rates (5.5%, p=0.251)
of substance abuse.
Differences in association patterns in SES and sub-
stance abuse likewise were observed between countries.
Among Guyanese, greater rates of substance abuse were
associated with the higher quintile category (eg, fourth
quintile) (7.8%, p<0.01). In contrast, excessive rates of
substance abuse were found among bottom quintile
Jamaican participants, though not statistically significant
(5.1%, p=0.118). These differences in substance abuse
patterns were further found for level of education. For
instance, among Jamaicans, having primary or some
high school education (4.7%, p<0.05) was associated
with higher rates of substance abuse. Among Guyanese
(4.9%, p=0.935), higher rates of substance abuse were
also found within this educational category. Additionally,
substance abuse was associated with employed Guyanese
participants (6.7%, p<0.001). Even though the rate of
substance abuse was also higher among unemployed
Jamaican participants, a significant association was not
observed (2.9%, p=0.914). Race/ethnicity again was asso-
ciated with substance abuse disorders. Mixed/other
Guyanese had the highest rate of substance abuse com-
pared with other racial/ethnic groups (6.3%, p<0.001).
Major depression
Dissimilar relationships were found between age and
MDD in both countries. Jamaicans between the ages of
18 and 29 years were at greater risk for depression
(8.6%, p<0.05). On the contrary, depression rates were
higher among Guyanese between the ages of 45 and 59
years (4.6%, p=0.495). Similar to previous results, there
were differences in associations found between countries
for employment status. Higher rates of depression were
associated with unemployed Jamaicans (10.2%, p<0.01).
Rates were also higher for Guyanese (4.5%, p=0.960) in
this category.
Mania
Jamaican (0.6%, p<0.05) and Guyanese (0.6%, p=0.129)
male participants had higher rates of mania, although
the associations were different. Dissimilar associations
were also found for income, education and employment
status in the respective countries. For example, mania
was associated with the highest quintile category in
Guyana (2.4%, p<0.001). Among Jamaicans, higher rates
of mania were found among bottom quintile partici-
pants (0.4%, p=0.817). Similarly, education was asso-
ciated with mania among Guyanese participants, but not
for Jamaicans. Specifically, being college educated was
associated with mania in Guyana (1.5%, p<0.01). In
Jamaica, higher rates of mania were found among parti-
cipants who had a high school education (0.3%,
p=0.365). Additionally, employed and unemployed parti-
cipants (0.5%, p<0.01) were associated with high rates of
mania in Guyana. In Jamaica, higher rates of mania
were found among those employed (0.4%, p=0.280).
Multivariate analysis predicting mental health disorders
As shown in table 3, social and economic factors contrib-
uted to alcohol abuse, but had a different influence on
Jamaican (R2=24.3%; p<0.001) and Guyanese
(R2=16.6%; p<0.001) participants. Among Jamaicans
(R2=18.1%; p<0.001) and Guyanese (R2=9.5%; p<0.001)
participants, stronger associations were found for social
factors. SES (R2=3.6; p<0.05) and race/ethnicity among
Guyanese (R2=3.5; p<0.001) also contributed signifi-
cantly to alcohol abuse.
Table 4 shows that contributions of social and eco-
nomic factors to drug abuse. Again, the contribution was
different, with stronger association found for social
factors among Jamaican (R2=9.9; p<0.01) and Guyanese
(R2=16.9%; p<0.001) participants than economic factors.
Nonetheless, SES (R2=6.4%; p<0.05) and race/ethnicity
(R2=7.8%; p<0.001) contributed significantly to the
model among Guyanese. This was not the same for
respondents from Jamaica.
With respect to the specific populations, table 5 shows
that social and economic factors collectively provided an
explanation of substance abuse among Jamaicans
Table 3 Multivariate analysis predicting lifetime alcohol
abuse
Characteristics Jamaica Guyana
Step 1 R2 ΔR² R2 ΔR²
Social factors 18.1*** – 9.5*** –
Step 2
SES 24.3*** 6.2 13.1*** 3.6*
Step 3
Race/ethnicity – – 16.6*** 3.5***
*p<0.05; **p<0.01; ***p<0.001.
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(R2=20.4; p<0.001) and Guyanese (R2=16.2; p<0.001).
However, a stronger link was found between social
factors and substance disorders in Jamaica (R2=14.8;
p<0.001) and Guyana (R2=12.2%; p<0.001).
Socioeconomic factors also contributed significantly to
substance abuse in Guyana (R2=4.0; p<0.001); this was
not the case in Jamaica. Race/ethnicity was also a signifi-
cant contributor among Guyanese (R2=2.6%; p<0.001)
respondents.
As illustrated in table 6, social and economic factors
provide little explanation of depressive symptoms among
participants in both countries. In fact, only social factors
contributed significantly in explaining major depression
disorder in Jamaica (R2=3.1%; p<0.01). This relation-
ship, however, was attenuated when other factors were
added to the model. We did not examine the associa-
tions with mania due to sample size limitations.
DISCUSSION
This study on rates and social and economic factors asso-
ciated with mental health status using population-based
samples collected in Jamaica and Guyana found differ-
ences in mental health disorders between countries.
Higher rates of mental conditions were generally found
among Guyanese compared with Jamaicans. Prevalence
rates were typically higher for mental disorders such as
alcohol abuse, drug abuse, substance abuse and mania
among Guyanese participants; Jamaicans had a greater
prevalence rate of depression. Social and economic
factors were associated with mental health conditions,
but there were also noticeable differences in patterns
between countries. For example, men as well as sepa-
rated, divorced or widowed individuals of both genders
were vulnerable to alcohol abuse, drug abuse, substance
abuse and mania. While the disadvantaged socio-
economic groups were generally susceptible to these
conditions, the results were not consistent across popula-
tions. Race/ethnicity was also associated with specific
mental health conditions in Guyana. For alcohol abuse,
drug abuse and substance abuse in particular, higher
rates were found among Indo-Guyanese and mixed
Guyanese. These differences in rates may be reflective of
access to social networks that are necessary for coping
with social stressors. In Guyana, social and political ten-
sions between African and Indian subgroups may be
associated with higher rates of poor mental health.
Research in race-related stress supports the link between
interethnic tensions and poor mental health.50–52 Given
the relatively small total population in Guyana, long-
standing racial divisions may lead to more fragmented
and fragile social networks within ethnic communities.
The gender differences in mental health found in this
study may be due to the considerable gender divisions
within Caribbean societies, and lower likelihood of men
establishing and maintaining active social networks,
compared with women.53
These results were supported in multivariate analyses
that showed social and economic factors collectively con-
tributing to mental disorders. Across countries, however,
social factors (ie, age, gender, marital status) provided a
stronger explanation of participants’ mental health dis-
orders. These relationships were particularly salient for
alcohol abuse, drug abuse and substance abuse. This
relationship was also evident for depression among
Jamaican participants.
There are various limitations in using cross-sectional
data; one of the biggest is that causal inferences cannot
be drawn. Additionally, while data were collected across
regions in Guyana, information was only obtained on
individuals within the Kingston Metropolitan areas of
Jamaica. Although this region comprised the majority of
the country’s population at the time of data collection,
the study should only be generalisable to individuals
within this area. Also, due to data constraints, we were
unable to obtain information on other mental health
conditions that have recently become of more concern
in the Caribbean region (eg, anxiety, suicide). Sample
size issues also prevented us from examining specific
mental disorders (mania) in multivariate analysis.
Table 5 Multivariate analysis predicting lifetime
substance abuse
Characteristics Jamaica Guyana
Step 1 R2 ΔR² R2 ΔR²
Social factors 14.8*** – 12.2*** –
Step 2
SES 20.4*** 5.9 16.2*** 4.0***
Step 3
Race/ethnicity – – 18.8*** 2.6***
*p<0.05; **p<0.01; ***p<0.001.
Table 4 Multivariate analysis predicting lifetime drug
abuse
Characteristics Jamaica Guyana
Step 1 R2 ΔR² R2 ΔR²
Social factors 9.9** – 16.9*** –
Step 2
SES 19.7** 9.8 23.3*** 6.4*
Step 3
Race/ethnicity – – 31.1*** 7.8***
*p<0.05; **p<0.01; ***p<0.001.
Table 6 Multivariate analysis predicting lifetime major
depressive disorder
Characteristics Jamaica Guyana
Step 1 R2 ΔR² R2 ΔR²
Social factors 3.1** – 1.3 –
Step 2
SES 4.4 1.3 2.9 1.6
Step 3
Race/ethnicity – – 3.3 0.4
*p<0.05; **p<0.01; ***p<0.001.
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Moreover, due to low sample sizes, some of the associ-
ation found in this article should be interpreted
cautiously.
Notwithstanding these limitations, to the best of our
knowledge, this is the first cross-national comparative
study to address the mental health of select Caribbean
countries using probability sampling methods. With few
exceptions, previous studies have mainly been based on
clinical samples, limited to few mental disorders, or
lacking structured clinical assessments. We used struc-
tured clinical measures based on DSM-IV to assess
mental health conditions; measures that may provide
more reliable estimates. Moreover, this study provides
insight into differences in associations and patterns of
health across the Caribbean regions; specifically on
mental health conditions such as depression, substance
use and mania which have been understudied in
Caribbean countries.9
The study supports the need for greater attention and
services for individuals with mental disorders, particu-
larly in Guyana where higher rates of serious mental dis-
orders were found. It is estimated that between 75 000
and 112 500 individuals require mental health services
in Guyana.7 Owing to excessive mental disorder rates,
the government of Guyana has since paid greater atten-
tion to this problem in attempting to create safer mental
health environments, and promoting programmes for
law enforcement agencies to divert cases to public hospi-
tals. Still, Guyana faces many challenges in addressing
these problems because of a fragmented, poorly
resourced and lack of an integrated healthcare system.7
In Jamaica, there are advances made in mental health
policies for the care and protection of the mentally ill of
adults, children and adolescents within the communities
and at mental health facilities. Thus, consonant with
international obligations, Jamaica establishes
community-based mental health programmes and has
exercised vigilance of individuals suffering from mental
health conditions. Jamaica was also the first
English-speaking country in the Caribbean to develop a
national plan to reform the mental healthcare system.10
This may provide an explanation for the difference in
rates of mental health disorders between countries.
Higher rates within Guyana may also be related to multi-
ethnic differences with historical patterns of racial
discord and discrimination in the country; this is much
different from that in Jamaica, which has a predomin-
antly black population. Guyana has experienced racial/
ethnic tension and conflict between Indo-Guyanese and
Afro-Guyanese.26 Scholars have documented that there
are mental health risks associated with the stressors of
living within racially hostile environments.54 55
Even though there are more active measures being
taken than ever before, Caribbean countries like Guyana
and Jamaica are still contending with social and eco-
nomic challenges in addressing mental health problems.
In addition to the lack of resources and fewer treatment
centres with qualified personnel, social stigmas about
mental health problems remain a barrier to persons
seeking care. Stigma against the mentally ill is reported
to be very pervasive, and is expressed by health profes-
sionals, the police and policymakers alike.7
Contributors KKL was the lead author. KKL, KPS, TVC and JSJ contributed to
the conceptualisation and writing of this manuscript. NM conducted the
analyses.
Funding The National Survey of American Life was funded by the National
Institute of Mental Health (U01-MH57716), with supplemental support from
the Office of Behavioral and Social Science Research at the National Institutes
of Health, and the University of Michigan.
Competing interests None declared.
Ethics approval Human participants’ protocol for the NSAL was obtained
through the University of Michigan’s institutional review board.
Provenance and peer review Not commissioned; externally peer reviewed.
Data sharing statement No additional data available.
Open Access This is an Open Access article distributed in accordance with
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license,
which permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/4.0/
REFERENCES
1. PAHO/WHO. WHO-AIMS Report on mental health systems in the
Caribbean Region: a report of the assessment of the mental health
system in the Caribbean Region (16 Countries and Territories) using
the WHO-AIMS Instrument for mental health systems. 2011.
2. WHO. The mental health context: mental health policy and services
guidance package. Geneva, Switzerland, 2003.
3. Abel WD, Gibson R, Hickling FW. Depression: A major public health
problem facing the Caribbean. West Indian Med J 2005;54:353–4.
4. Pilgrim NA, Blum RW. Adolescent mental health and physical health
in the English-speaking Caribbean. Rev Panam Salud Publica
2012;32:62–9.
5. Abel WD, Kestel D, Eldemire-Shearer D, et al. Mental health policy
and service system development in the English speaking Caribbean.
West Indian Med J 2012;61:475–82.
6. Jinti HA. Thesis submitted for the degree for international master in
health policy and services at the Universida Nova de Lisboa.
[Thesis], Ministry of Health, 2012.
7. WHO/PAHO. WHO-AIMS report on mental health system in Guyana:
a report of the assessment of the mental health system in Guyana
using the World Health Organization-Assessment Instrument of for
Mental Health Systems (WHO-AIMS). Georgetown, Guyana. 2008.
8. PAHO. Guyana: country cooperation strategy 2010–2015. Regional
Office of the World Health Organization. 2009.
9. Hickling FW. The epidemiology of schizophrenia and other common
mental health disorders in the English-speaking Caribbean. Rev
Panam Salud Publica 2005;18:256–62.
10. Almeida JM, Horvitz-Lennon M. Mental health reform in Latin
America: an overview of mental health care reforms in Latin
American and the Caribbean. Psychiatr Serv 2010;61:218–21.
11. Barreto SM, Miranda JJ, Figueroa JP, et al. Epidemiology in Latin
America and the Caribbean: current situation and challenges. Int
J Epidemiol 2012;41:557–71.
12. Hickling FW, Hickling H, Paisley V. Deinstitutionalization and
attitudes toward mental illness in Jamaica: a qualitative study. Rev
Panam Salud Publica 2011;29:169–76.
13. Arthur CM, Hickling FW, Robertson-Hickling H, et al. ‘Mad, sick,
head nuh good’: mental illness stigma in Jamaican communities.
Transcult Psychiatry 2010;47:252–75.
14. Killion C, Cayetano C. Making mental health a priority in Belize. Arch
Psychiatr Nurs 2009;23:157–65.
15. Gibson RC, Abel WD, White S, et al. Internalizing stigma associated
with mental illness: findings from a general population survey in
Jamaica. Rev Panam Salud Publica 2008;23:26–33.















pen: first published as 10.1136/bm






16. James CC, Peltzer K. Traditional and alternative therapy for mental
illness in Jamaica: patients’ conception and practitioners’ attitudes.
Afr J Tradit Complement Altern Med 2012;9:94–104.
17. Link BG, Phelan JC, Bresnahan M, et al. Public conceptions of
mental illness: Labels, causes, dangerousness, and social distance.
Am J Public Health 1999;89:1328–33.
18. Rehm J, Room R, Graham K, et al. The relationship of average
volume of alcohol consumption and patterns of drinking to burden of
disease: an overview. Addiction 2003;98:1209–15.
19. Shafe S, Gilder DA, Montane Jaime LK, et al. Co-morbidity of
alcohol dependence and selective affective and anxiety disorders
among individuals of East Indian and ancestry in Trinidad and
Tobago. West Indian Med J 2009;58:164–72.
20. Razzouk D, Zorretto R, Dubrugras T, et al. Leading countries in
mental health research in Latin American and the Caribbean.
Rev Bras Psiguiatr 2007;29:118–22.
21. Baird D, Jones L, Martin F, et al. Mental health of Caribbean women
with HIV/AIDS. Psychology 2012;3:1005–9.
22. WHO. WHO-AIMS Report on mental health systems in Jamaica
using the World Health Organization-Assessment Instrument for
mental health systems (WHO-AIMS) Ministry of Health. WHO,
Country Office in Jamaica. 2009.
23. Martin JJ, Neita SM, Gibson RC. Depression among cardiovascular
patients on a consultation-liaison Service at a general hospital in
Jamaica. West Indian Med J 2012;6:499–503.
24. Gaviria SL, Rondon MB. Some considerations on mental health in
Latin American and the Caribbean. Int Rev Psychiatry
2010;22:363–9.
25. PAHO. Guyana: Health in the Americas. Country Volume, 2012.
26. Wilson LC, Wilson CM, Johnson BM. Race and health in Guyana:
an empirical assessment from survey data. Caribb Stud
2010;38:37–58.
27. Wilks R, Younger N, Tulloch-Reid M, et al. Jamaica health and
lifestyle Survey 2007–8. Technical Report. 2011.
28. Maharaj RG, Nunes P, Renwicks S. Health risk behaviours among
adolescents in the English-speaking Caribbean: a review. Child
Adolesc Psychiatry Ment Health 2009;3:10.
29. Ferguson TS, Francis DK, Tulloch-Reid MK, et al. An update on the
burden of cardiovascular disease risk factors in Jamaica: findings
from the Jamaica Health and Lifestyle Survey 2007–2008. West
Indian Med J 2011;60:422–8.
30. Barnaby L, Gibson RC. Factors affecting completion of a 28-day
inpatient substance abuse treatment program at the University
Hospital of West Indies. West Indian Med J 2008;57:364–8.
31. Kiecolt-Glaser JK, Newton TL. Marriage and health: his and hers.
Psychol Bull 2001;127:472–503.
32. Bourne PA, McGrowder DA, Crawford TV. Decomposing mortality
rates and examining health status of the elderly in Jamaica. Open
Geriatr Med J 2009;2:34–43.
33. Bourne PA, Rhule J. Good health status of rural women in the
reproductive ages. Int J Collab Res Intern Med Public Health
2009;1:132–55.
34. Wilson LC, Williams DR, Wilkins K. Family structure and mental
health in urban Guyana. Cent Issues Anthropol 1992;10:117–26.
35. Kohn R, Levav I, de Almeida JM, et al. Mental health disorders in
Latin America and the Caribbean: a public health priority. Rev
Panam Salud Publica 2005;18:229–40.
36. Williams, DR. Race, socioeconomic status, and mental health: The
added effect of Racism and Discrimination. Ann NY Acad Sci
1999;896:173–88.
37. Williams DR, Wilson LC, Chung AM. The socioeconomic status,
psychosocial factors and health in Urban Guyana. Sociol Focus
1992;25:279–94.
38. Bourne PA. Gender, women and health: gendered health differences.
Int J Collab Res Intern Med Public Health 2011;3:550–74.
39. Muijen M. Challenging times for mental health services. Int
Psychiatry 2010;7:1–2.
40. Keyes KM, Barnes DM, Bates LM. Depression and mood disorder
among African American and White women. JAMA Psychiatry
2015;72:1256–7.
41. Williams DR, González HM, Neighbors H, et al. Prevalence and
distribution of major depressive disorder in African Americans,
Caribbean blacks, and non-Hispanic whites: results from the
National Survey of American Life. Arch Gen Psychiatry
2007;64:305–15.
42. Lacey KK, Paranell R, Mouzon DM, et al. The mental health of US
Black women: the roles of social context and severe intimate partner
violence. BMJ Open 2016;5:1–13.
43. Lewis TT, Cogburn CD, Williams DR. Self-reported experiences of
discrimination and health: scientific advances, ongoing
controversies, and emerging issues. Annu Rev Clin Psychol
2015;11:407–40.
44. Thoits PA. Stress and health major findings and policy implications.
J Health Soc Behav 2010;51:S41–53.
45. Umberson D, Montoz JK. Social relationships and health a
flashpoint for health policy. J Health Soc Behav 2010;55:S54–66.
46. Jackson JS, Neighbors HW, Nesse RM, et al. Methodological
innovations in the National Survey of American Life. Int J Methods
Psychiatr Res 2004;13:289–98.
47. Boxill I, Lewis B, Russell R, et al. The political culture of democracy
in Jamaica. Kinston, Jamaica: Vanderbilt University/University of the
West Indies, 2006.
48. Bynoe C, Choy T, Seligson MA. The Political Culture of Democracy
in Guyana. http://www.vanderbilt.edu/lapop/guyana/
2006-politicalculture.pdf
49. Lacey KK, Mouzon DM, Govia IO, et al. Substance abuse among
blacks across the diaspora. Subst Use Misuse 2016;51:1147–58.
50. Harrell JP, Hall S, Taliaferro J. Physiological responses to racism
and discrimination: an assessment of the evidence. Am J Public
Health 2003;93:243–8.
51. Krieger N. Defining and investigating social disparities in cancer:
critical issues. Cancer Causes Control 2005;16:5–14.
52. Krieger N. Stormy weather: race, gene expression, and the science
of health disparities. Am J Public Health 2005;95:2155–60.
53. Negroni-Rodriquez LK, Bloom M. The use of natural support
networks in the promotion of mental health among Caribbean
women. J Soc Work Res Eval 2004;5:31–40.
54. Jackson JS, Brown TN, Williams DR, et al. Racism and the physical
and mental health status of African American: a thirteen year panel
study. Ethn Dis 1996;6:132–47.
55. Neighbors HW, Williams DR. Neighbors HW, Williams DR. The
epidemiology of mental disorder. Health issues in the Black
community. In: Braithwaite RL, Taylor SE, eds. Health in the Black
Community. San Francisco: Jossey-Bass Publishers, 2001:99–128.















pen: first published as 10.1136/bm
jopen-2016-012870 on 16 D
ecem
ber 2016. D
ow
nloaded from
 
